Rheumatic Aortic Stenosis.-BERNARD SCHLESINGER, M.D. P. O., a girl, aged 15 years, complained of rheumatic pains at the age of 10, tonsillitis and recurrence of rheumatism at the age of 12. Tonsils and adenoids were removed in 1928, the operation being immediately followed by scarlet fever. 0On examination.-First seen 1928. No cardiac enlargement. Aortic regurgitation beginning (diastolic and systolic murmurs heard at aortic area and left of sternum).
One year later (1929) aortic thrill first felt at aortic area and systolic murmur becoming louder. Aortic stenosis. Diastolic murmur left of sternum conducted down to apex. Anacrotic pulse. Slight cardiac enlargement, increasing. Has kept well during last two years except for occasional slight joint-pains which are now diminishing in frequency. At work (dressmaking).
In this case I have been able to watch the aortic stenosis developing. When the girl was first seen only aortic regurgitation was present; since then there has been a gradual scarring and narrowing of the valve, with no clinical evidence of a general reactivation of the rheumatic infection. Since writing these notes I have learnt that during the last few months the patient has had two fainting attacks and numbnjess of one side of the body, particularly the upper extremity, lasting 24 hours. I take this to be the result of small emboli which have lodged in the sensory area of the brain. I do not think the ultimate prognosis in this case is very good, particularly as there is now evidence of increasing valvular obstruction and emboli formation.
In a series of 550 cases of all types of rheumatic carditis that I have seen during the last four or five years, I have come across aortic stenosis in two instances only, a striking demonstration of its rarity.
The Wassermann reaction has not yet been tested. Discussion.-Dr. E. STOLKIND said that aortic stenosis of syphilitic origin was very rare. In his own series of 132 cases of syphilis of the heart and aorta with post-mortem findings. there were only two cases of aortic stenosis and one of aortic regurgitation and stenosis.1 Dr. D. W. WINNICOTT said that he had seen a similar condition in a boy, whom he had watched through rheumatic fever and heart disease, with very severe aortic regurgitation. This boy had a collapsing pulse, which disturbed his sleep. Some form of aortic obstruction developed. Then the symptoms due to collapsing pulse disappeared, and the clinical improvemeent was very marked. He asked whether that had been noted in this case.
Dr. EDMUND CAUTLEY said he considered it more accurate to describe this as aortic regurgitation rather than as aortic stenosis of any great extent, seeing that the girl had had an affection of the aorta for several years, and yet her nutrition was excellent, her colour good, and her physique magnificent. His experience of aortic stenosis in children was that it produced dwarfing. His second criticismi was in answer to Dr. Schlesinger's view that the prognosis was bad. It was bad in all aortic cases; it was bad in aortic stenosis if it was severe, but if there was aortic regurgitation and a systolic murmur without marked stenosis in a child of this age life might continue for many years. He knew a boy who had rheumatic fever when he was at Eton, and was removed from school on that account and not allowed to do anything for vears. But he went to college and proceeded to the Bar, worked hard and was successful; also, he could bicycle fifty miles a day without distress. He lived to the age of 48, and then his death was due to alcoholism. He had had a loud diastolic and systolic murmur, but his general condition and his colour remained good. Such cases were not infrequent.
Professor FINDLAY said it had not been his own experience that a systolic thrill was common in children except in cases of congenital heart disease. In his opinion a definite basal systolic thrill-not a suspicion of a thrill-was exceedingly rare in the rheumatic heart disease of childhood.
He would like to know on what grounds Dr. Schlesinger diagnosed an anacrotic pulsewhether it was from a pulse tracing, or what he felt with his finger. In rheumatic heart disease he (the speaker) had not come across a definite example of aortic stenosis.
Dr. SCHLESINGER (in reply) said that the discussion had resolved itself into two main points: diagnosis and prognosis. He was glad Professor Findlay agreed with him that a definite systolic thrill at the base was very rare in other than congenital heart disease. He did not contend, however, that one could diagnose aortic stenosis on a thrill alone. The three safest signs to depend upon before making the diagnosis were that aortic regurgitation was present, that a thrill was palpable at the aortic area, and that the pulse was anacrotic in type, as shown by a polygraphic tracing. He had been able to watch the development of these various physical signs. Originally no thrill was present.
With regard to prognosis, it was well known that rheumatic aortic regurgitation had, on the whole, a much better prognosis than mitral stenosis. Here on the other hand was a case of aortic stenosis which had now begun to show embolic phenomena. What was to prevent the next embolus lodging in a more vital part of the brain ? In addition a roughened valve was always a prey to a superadded subacute bacterial endocarditis.
His remarks on the frequency of aortic stenosis in syphilis only applied when compared to that lesion in rheumatism.
In his opening remarks he had only intended to imply that aortic stenosis was commoner as a result of syphilis than of rheumatism. In both infections the lesion was rare.
